Dr. SILK asked if Mr. Collum had tried the plan of getting up a plus pressure in the bag directly the retching commenced; he had often found this efficacious. It was the same sort of thing as, when giving gas through the nose, one got up a plus pressure by cutting off the valves and over-distending the bag. He had done this also with satisfactory results in the case of hysterical movements and retching.
DISCUSSION.
Dr. SILK asked if Mr. Collum had tried the plan of getting up a plus pressure in the bag directly the retching commenced; he had often found this efficacious. It was the same sort of thing as, when giving gas through the nose, one got up a plus pressure by cutting off the valves and over-distending the bag. He had done this also with satisfactory results in the case of hysterical movements and retching.
Mr. BOYLE wished to repeat Dr. Silk's question as to increasing the pressure of gas in the bag. He would also like to ask why, on the third occasion that the anaesthetic was given, Mr. Collum did not try to get the patient under gas and ether, or ether, and complete the extraction of all the teeth.
The PRESIDENT asked if Mr. Collum had tried the effect of rinsing out the mouth with weak carbolic lotion. In several cases he had stopped retching by making the patient gargle this. Once he stopped continuous retching during the administration of gas by a small dose of cocaine given by the mouth.
Mr. COLLUM, in reply, said he did not try plus pressure with the gas and oxygen; but he had no doubt he did so when using plain gas afterwards; it was his usual practice. In answer to Mr. Boyle as to why he did not give gas and ether instead of ethyl chloride on the third occasion, he did not think there was going to be vomiting each time, or gas and ether would have been given from the first. He had not tried carbolic lotion or cocaine for stopping vomiting, as he had not previously heard of their use for this purpose.
The Systematic Use of a Mouth-prop and Tongue-clip in General Anaesthesia.
By H. BELLAMY GARDNER.
THE principle which I wish to bring to your notice this evening is that of establishing an oral airway in general ancesthesia as a routine practice in every case, in order to avoid some of those contingencies which tend to cause obstructed respiration during unconsciousness. The method I would advocate is that of inserting a small aluminium wedge or mouth-prop between the side teeth before the administration of any general anaesthetic and maintaining it in place by supporting the chin. Directly unconsciousness has been produced the base of the tongue is drawn away from the pharyngeal wall by inserting a tongueclip near the tip of the tongue and keeping it in place with the hand which holds the mask.
I need not say that the masseteric spasm which occurs during the induction of anasthesia usually closes the oral airway. I need not labour the point that nasal respiration is in most cases insufficient to provide adequate aeration during unconsciousness. I need not point out that, as in apoplexy, obstruction of the airway and cyanosis occur as the immediate result of paralysis of the muscles of the tongue in ancesthesia; because these facts are beyond dispute and known to all of us.
What is so vitally needful for the medical student is for him to be able to prevent these difficulties from arising, so that he may devote his attention to the effect of the anesthetic upon the patient's vitality and of the operation upon the blood-pressure and nervous system. S. J. Meltzer,' of New York, speaks of the upper air-passages as the "Death Space" in relation to general anesthesia. The use of this tragic term is exactly what is needed in teaching anesthetics, to enforce a more thorough recognition of the miechanical conditions and intrinsic forces which tend to cause occlusion of this part of the airway during unconsciousness. I have not so far been able to trace the origin of the words " Death Space " beyond Meltzer, who uses them as if their import were well known in America; but I have never heard them here, and in the knowledge that great causes in politics have frequently been won by a catch phrase, I venture to start them on their flight. Because I am still convinced that unrecognized obstruction to breathing is the cause of a number of deaths which occur in anaesthesia, I venture to go further and suggest that the words "Asphyxial Death Space" be employed in teaching ancesthetics, in order to impress upon the student the primary necessity of maintaining a free airway in an unconscious patient.
I have used this method of establishing an oral airway increasingly for several years, and believe that if it were adopted as a routine practice it would be the means of saving many lives.
Dr. BARTON said he once got into trouble for using a needle and thread for the tongue, before the introduction of tongue-clips, although if he bad not. secured it in that way it would have been badly bruised.
The PRESIDENT said the Section was much indebted to Mr. Bellamy Gardner for the idea of the tongue-clip and mouth-props. He supposed the props were inserted far back, over the molar teeth, and so did not exert that TJourn. Amer. Med. Assoc., Chicago, August 12, 1911, lvii, No. 7. D-la powerful lever action which a central dental prop did in depressing the lower jaw. He thought the mouth-prop and tongue-clip would be particularly useful for patients in the Trendelenburg posture, because it was often difficult to keep a free airway in that position.
Dr. BLUMFELD said that members would agree with Mr. Gardner as to the necessity of preserving a free airway. The routine use of a prop such as Mr. Gardner had seemed to be an admirable method, but he questioned if the routine use of a tongue-clip was good, from the point of view of teaching the student. If one encouraged men habitually to use the tongue-clip there would in the future be more torn tongues. Would not Mr. Gardner agree that in 75 per cent of cases, by the use of his little prop and the proper management of the lower jaw, a perfectly free airway could be maintained ?
Mr. BOYLE agreed with all that Dr. Blumfeld had said. He agreed with Mr. Gardner that the use of a prop was very good, but he challenged the need for the routine use of tongue-clips. If students were taught to draw the lower jaw forward properly, and to apply pressure in the proper place to keep it so, they would have the airway patent. But his experience was that if students were left alone, they seized the patient by the chin, and pulled the chin up, so that the lower jaw was stuck against the upper and thus the airway was occluded. There must be many cases in which the tongue-clip was not necessary. If it were to be a routine, he thought there would be many split tongues.
Dr. CECIL HUGHES suggested there were very few occasions when a tongueclip was necessary. It was so when the tongue became swollen, as under the administration of ether, when the administration was unnecessarily deep. He was very glad to hear about the prop; as a student he was taught always to use the mouth-prop.
Mr. BELLAMY GARDNER, in reply, said he did not see why students should be rougher in handling a patient than was necessary if a tongue-clip was put oni. He had not yet hurt a tongue with the clip, and he did not see why anybody else should. Students must be told to use the utmost gentleness in every manipulation. If a mouth-prop were used as a routine when giving chloroform it would be very beneficial. When Mr. Boyle said that if the student would keep the lower jaw forward the airway would be free, he was not clear whether he meant the oral airway with a prop in the mouth or the nasal airway. In his opinion the nasal airway was not sufficiently free as a rule for the blood of the lungs to be provided with sufficient air in anaesthesia, at any rate with ether. It was not a tongue-forceps which he brought forward, but a tongue-clip armed with a pin, and the tongue was not crushed by the instrument. In no case had his attention been drawn by the patient to his tongue; indeed, the patient did not know his tongue had been touched. The passage of a tongue-clip or a needle and thread through the tongue to keep it in position in anesthesia was painless on recovery. The whole object of the communication was the avoidance of the difficulties which arose from a swollen and paralysed tongue. It was to avert "alarum and excursions " during an operation; to prevent their occurrence by foreseeing their possibility.
